TO THE EDITOR:
We appreciated Dr Martin and colleagues' efforts to define the essential skills for family medicine residents practicing integrated behavioral health (IBH) in the March 2019 issue of Family Medicine. 1 The resultant work identified 21 observable competencies related to the practice of IBH by family medicine residents. To put the level of guidance provided by Martin et al in context we searched the current Accreditation Council for Graduate Medical Education's (ACGME) Residency Review Committee (RRC) requirements for family medicine, internal medicine, and pediatrics to identify current standards for primary care residency training in IBH. We reviewed the documents by identifying all content using the search: "menta*," "behavi*," and "integrat*." Table 1 summarizes the findings.
While it would be cumbersome and impractical for the ACGME to provide the granularity of 21 observable competencies for all of the elements defining the scope of family medicine, it is striking how little guidance is provided within primary care for establishing best practices in IBH training. Only family medicine provides a requirement for programs to have faculty members dedicated to the integration of behavioral health into the educational program. Pediatrics requires exposure to faculty with subspecialty training in developmental-behavioral pediatrics, but this is less likely to align with the development of IBH training models than the language of the family medicine RRC requirements. The ability to shape primary care curricula rests in the relative prioritization of the multiple competing demands facing primary care educators. The burden facing the ACGME is to identify the core elements of primary care and to emphasize the elements with the strongest evidence base for improving patient-centered outcomes. IBH is an area where strong evidence suggests its implementation drives improved outcomes. We should work to improve the guidance provided to primary care educators in how to prioritize, implement, and measure the best practices of IBH.
Based on Martin et al's initial work, improving training in delivering team-based care and enhancing communication skills with interdisciplinary professionals are priorities consistent with essential practices that have been explicated for IBH. 5 Enhanced guidance for IBH training could take several forms, including (1) changes to the RRC requirements for family medicine, internal medicine, and pediatrics; (2) the development of more detailed supplementary guidance from the ACGME based upon Martin and colleagues' 21 competencies explicating the core IBH elements and suggested strategies for their implementation; and/ or (3) enhanced opportunities for technical assistance and implementation support to build IBH training capacity. As programs gain experience integrating some or all of the identified IBH competencies into their training curricula, we need to support mechanisms for rigorous evaluation and wide-based dissemination of best practices to the field. Ultimately, we hope centralized training resources and pathways for real-time technical assistance will become available at a national level to support programs seeking to expand their IBH training. 5 We appreciate the recognition of our work by Drs Peter Cronholm and Benjamin Wolk, and their desire to start a discussion on strategies for accelerating workforce development in integrated behavioral health. Our team believes that integration (ie, interdisciplinary and team-based) should be the standard of care in the United States and the standard of training for graduate medical education (GME) in primary care. The realities of patients with mental and behavioral health concerns seeking treatment, largely in primary care settings, are well documented. [1] [2] [3] While recommendations for GME training in primary care have been promoted, no unifying standard exists. 4 Additionally, while the Accreditation Council for Graduate Medical Education (ACGME) requires family medicine residents to receive training in the diagnosis and intervention of mental health concerns, no requirements or standards have been set related to working on or leading integrated teams. 5 Although there are no required standards for integrated care training in family medicine, family medicine residencies appear to be on the forefront among primary care specialties in focusing on team-based holistic care. Thus, while we took a beginning step for training future FM residents in integrated care, much work is still needed to assess how the 21 competencies we identified apply to other specialties within the realm of primary care (eg, pediatrics, internal medicine, etc.) 
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We agree with the excellent points Drs Cronholm and Wolk made about the vital role that accreditation bodies like the ACGME play in this discussion. The ACGME should provide clear direction on the skills that residents need to successfully work within interdisciplinary care teams. To date, that has not happened. Training programs also need easy access to a central repository of high-quality, competencybased modules as well as technical assistance for practice transformation that supports integration. We believe that such training and technical assistance should be financially supported by federal entities like Health Resources and Services Administration and the Substance Abuse and Mental Health Services Administration, not by the ACGME.
In addition to the next steps recommended by Drs Cronholm and Wolk, we propose four steps to accelerate workforce development for integrated care. First, develop a competencybased curriculum that residency training programs can adapt and use for their own needs. Our team has developed such a curriculum and preliminary data suggests that residents value the training and report higher knowledge and confidence in working in integrated behavioral health teams. Second, develop a validated measure of medical provider selfefficacy in behavioral health integration as a tool for developing personalized learning pathways and assessing performance. Third, determine the fit of our competencies with other primary care disciplines (eg, pediatrics, internal medicine, advanced practice providers). Our team is actively working on steps two and three. Fourth, involve national accreditation and workforce development bodies in making integrated care the standard of graduate medical training in primary care.
